Spermatic cord liposarcoma is an uncommon paratesticular tumor. Patients usually present with a painless scrotal or inguinal mass, mimicking inguinal hernia. Clinical examination suggested an inguinal hernia. Computed tomography demonstrated a fat-containing mass in the right inguinal region. The mass was surgically removed, along with the right testis and spermatic cord. Histopathological examination revealed a well-differentiated liposarcoma. No evidence of recurrence or metastases has been noted during the two-year follow-up with postoperative adjuvant therapy.
INTRODUCTION
Liposarcoma of the spermatic cord is a rare malignant neoplasm that accounts for 3% to 7% of all sarcomas. Although 20% of liposarcomas originate in the retroperitoneum, only 0.1% manifest as incidental inguinal hernias. [1] The majority of spermatic cord sarcomas begin their development just below the external inguinal ring and therefore grow as a scrotal mass, rather than as an inguinal mass. [2] We report the radiologic and pathologic features of an 81-year-old male patient with liposarcoma of the spermatic cord that mimicked an incarcerated right scrotal inguinal hernia. Our patient presented with complaints of a progressively increasing swelling in his right inguino-scrotal region for one year that had grown rapidly during the last three months. Physical examination revealed a mass in the right inguino-scrotal region 10 cm in size that was firm, non-tender, irreducible, and painless. Routine laboratory results were within normal limits. than 75% of the tumor. The non-lipomatous component is often seen as a prominent thick septa (>2 mm) that may show nodularity. [3] Benign lipomas and hernias containing omentum are potential mimics. Lipomas are generally smaller and more homogeneous and hernias are elongated masses that can be often traced back to the inguinal canal. [4] In our case, the ultrasound examination revealed a solid, hyperechoic, and heterogeneous mass lesion in the right inguino-scrotal region. CT demonstrated a fat-containing mass with a nodular enhancement extending below the external inguinal ring into the scrotum. There was no radiographic evidence of any regional lymph node or distant metastatic disease [ Figure 1 ].
PATHOLOGIC FEATURES
Patient underwent radical right orchiectomy with high ligation of the spermatic cord, together with wide excision and scraping of neoplastic tissue from the inguinal and scrotal region. The gross appearance of the specimen revealed a large, soft, well-circumscribed, multilobulated, fat-containing mass adhering to the spermatic cord and testis. There was no obvious hernial sac [ Figure 2 ]. The histopathologic evaluation revealed a well-differentiated liposarcoma containing lipoblasts and spindle-shaped cells with hyperchromatic nuclei within the fibromyxoid stroma [ Figure 3 ].
The patient's postoperative course was uneventful and he was discharged from the hospital on the second postoperative day. The patient received adjuvant radiotherapy and during the follow-up period of 2-years remained free of disease, with no evidence of any local recurrence or distant metastasis.
DISCUSSION
Patients with paratesticular liposarcoma usually present in their fifties or sixties, with an age range of 16 to 87 years. A palpable scrotal or inguinal mass is the most common finding; the differential diagnosis includes inguinal hernia, hydrocele, and chronic epididymitis. [5] Liposarcomas are more often located in the lower extremities (41%), the retroperitoneum (19%), and the inguinal region (12%). [6] The typical clinical characteristics of a well-differentiated liposarcoma are a painless, slow-growing (months to years) soft-tissue mass. However, pain and tenderness have been reported in 10-15% of the cases. [3] Rapid growth, large size, and symptomatic presentation are features suggestive of malignancy. Tumors range from 3 to 30 cm in diameter and are gray-white to yellow- tan in color. Most tumors are lobulated or nodular, and necrosis and hemorrhage may be present. Fibrous septa dividing the tumor into smaller lobules may be present. Liposarcomas involve the spermatic cord more commonly than the testicular tunics. [5] The patient in our case was 81 years old. Although he had noticed the swelling in his right inguinal region one year earlier, he did not seek any medical advice. He became troubled about his condition only after the progressive increase in the size of the inguinal mass accelerated during the last three months. He was operated on with the diagnosis of an incarcerated inguinoscrotal hernia. After exposing the field, we found that it was extremely difficult to distinguish with the naked eye the right testis from the mass macroscopically. The mass was yellow-tan in color and was organized in lobular units. Appearance of the right testis was atrophic due to probable tumor pressure.
The World Health Organization (WHO) Committee for the Classification of Soft Tissue Tumors in 2002 categorized soft-tissue liposarcomas into five types: Well-differentiated, dedifferentiated, myxoid, pleomorphic, and mixed. [7, 8] A welldifferentiated liposarcoma is a low-grade neoplasm with five histologic variants: Lipoma-like, sclerosing, inflammatory, spindle cell, and liposarcoma with meningothelial whorls (which may indicate early dedifferentiation). [7] The present case was a well-differentiated liposarcoma.
A well-differentiated liposarcoma has no metastatic potential unless dedifferentiation occurs, but lesions may recur locally. The prognosis and treatment of welldifferentiated liposarcomas are therefore closely related to the anatomical locations of the lesions. [9] Subcutaneous liposarcomas are treated adequately with wide surgical excision, including a cuff of surrounding normal tissue. With adequate initial resection, local recurrence of subcutaneous lesions is rare to nonexistent, as reported by Azumi and colleagues. [10] The rate of local recurrence is 70% for groin lesions and 91% for retroperitoneal lesions. [7, 9, 11] In these cases, radiation therapy may be employed as an adjunct to surgical resection in an attempt to avoid local recurrence. [2] Although radiotherapy is considered to be an effective adjunct to surgery for soft tissue sarcomas at other sites, little data are available regarding the radiation dosage required for adjuvant radiotherapy for para-testicular sarcomas. [1] In our case, in addition to radical orchiectomy, postoperative radiotherapy was employed and there has been no signs of any local recurrence during our two-year follow-up period.
The rarity of an inguinal liposarcoma makes it very difficult to differentiate it from an incarcerated inguinal hernia.
Radiologists should be aware of this entity. Paratesticular liposarcoma should be considered as a possibility during the differential diagnosis of fat containing inguino-scrotal mass.
